Background. Historically, Zika virus infection presented as a mild disease. However, more severe disease was reported during recent outbreaks in French Polynesia and more recently within southern regions of North America as well as Central and South America. It is still unclear what predicts more severe manifestations. Here we report on potential predictors of severe Zika virus infection within VA, selected for their role in immunological status.
Methods. We extracted the first positive Zika visit for a patient between February 9, 2016 and April 1, 2017. Each visit was classified by acuity (no ED visit, ED only, observation, ward, ICU [in this order of severity]). Diagnoses were extracted by ICD-9-CM and ICD-10-CM codes. Predictors included history of hepatitis C virus (HCV; a flavivirus) by laboratories, dengue diagnosis, immunocompromising condition diagnosis, gender, age, and history of exposure to dengue endemic region (either through birth, travel, or residency). These predictors were used in a generalized ordered logit model, relaxing the proportional odds assumption, to estimate odds ratios for a higher level of visit acuity over the current or lower levels of acuity. Robust covariance estimates were used.
Results. There were 748 unique patient visits meeting criteria. Distribution of predictors among the patient sample are shown in Table 1 . As expected, most were males with a majority only visiting the ED. Wards and ICU were combined due to the small number of ICU visits. Table 2 shows results of model for predictors of higher acuity visits. Age was generally associated with higher levels of acuity. Odds ratios could not be computed for HCV and immunocompromised predictors.
Conclusion. There may be an increased risk of Zika disease severity based on age. We could not rule out associations with other predictors due to the size of our study. Further larger studies are needed to investigate these and other predictors. 29 (17-51.5) . 101 tested in ER; 36 in clinics, 5 in our related adult and nursing homes, and 17 during their hospitalization. 56 (35%) had received the INF vaccine this season. The median duration from vaccination to diagnosis was 100.5 days (2-175 days). 25 required hospitalization with 5 of them in ICU; 40% of the hospitalized patients had received the INF vaccine. The median length of stay was 4.5 days. 139 received oseltamivir (OSE), 13 supportive treatment, 8 antibiotics alone, and 7 OSE+antibiotics. 5 patients expired (3 INF A, 2 INF B) 3 were not vaccinated; one patient developed NSTEMI and survived. Hospitalized patients were older 73 vs. 60, P:0.018, more likely to have COPD (P = 0.0009), CHF (P = 0.0066), and history of lung cancer. There was no difference in risk for hospitalization between vaccinated and unvaccinated Veterans, P = 0.649.
Disclosures
Conclusion. The months of JAN and FEB had the highest flu activity, mirroring the INF activity in our nation as reported by the CDC. The majority of our patients were not vaccinated. 5 fatalities were noted. Not surprisingly, the vaccine was not as effective this season; also our INF B cases were Yamagata lineage (not part of this season's vaccine). Our data show need for improvement of both the efficacy of INF vaccination (universal) and vaccination rate for our Veterans.
Disclosures. Background. Influenza virus (IV) is a leading cause of morbidity and mortality worldwide; however, understanding the contribution of non-influenza viruses (NIV) to the annual burden of respiratory illnesses (RI) is evolving. Improvements in diagnostic techniques, including the increasing clinical use of respiratory viral PCR panels (vPCR), have markedly advanced our understanding of the contributions of NIV to the "influenza season. "
Methods. A retrospective analysis of all vPCR results from one hospital system, collected between October 1, 2016 and March 7, 2017, including inpatient and outpatient samples was performed. 2,047 vPCR tests were reviewed; after removing those with undetermined results and internal control samples, 1,924 were analyzed. Data points abstracted included detection and identification of virus, and date of detection. We compared the total and monthly rates of NIV with IV, throughout the study period.
Results. Of 1,924 vPCR results, 985 (51%) were positive for a respiratory virus. Of these, 302 (31%) were IV, and 683 (69%) were NIV. For every month studied, the ratio of NIV to IV exceeded 50%, including the height of the season. The most commonly detected viruses were Influenza A (30%), Rhino/Enterovirus (24%), RSV (19%), Coronavirus OC43 (7%) and Metapneumovirus (5%). The peak influenza incidence temporally coincided with the national peak months of January and February. The NIV incidence paralleled the trend in IV incidence, dominated by Rhino/Enterovirus and RSV, but without a specific virus driving the trend.
Conclusion. Non-influenza respiratory viruses cause substantial viral RI during the winter months. Many viral syndromes during the height of influenza season have traditionally been attributed to IV, including influenza-like-illness (ILI); however, these can now be better characterized using patient-specific vPCR panels, leading to improved understanding of NIV epidemiology. Even during the period of highest IV incidence, NIV infections were more common than IV. Understanding the high prevalence of NIV infections may improve the judicious use of both antibiotics and antivirals. There may also be a role for refinement of ILI, including best practices for diagnosis and treatment.
Disclosures. All Authors: No reported disclosures. (CCHF) are limited. This study aimed to investigate the relationship between NLR and survival outcome in patients with CCHF. Methods. The demographic and laboratory characteristics of 723 adult patients having a positive IgM and/or a positive PCR result for CCHF in the blood sample between 2007 and 2017 were reviewed. The patients were divided into two groups according to survival and fatal outcome. The area under an ROC curve was calculated to evaluate the relationship between NLR and survival outcome. The statistical significance was set at P < 0.05.
The Prognostic Significance of Neutrophil-to-Lymphocyte Ratio in Patients
Results. Plasma NLR, creatinine, AST, ALT, LDH and CK levels in fatal cases were significantly higher than those in survival ones (P < 0.001 for all parameters), while platelet count was significantly lower (P < 0.001). All population were re-evaluated according to NLR. Plasma ALT, AST, LDH, CK, and creatinine levels when NLR was ≤ 2 were significantly lower than those when NLR was > 2 (P = 0.006, P = 0.017, P < 0.001, P < 0.001, and P < 0.001, respectively) ( Table 1 ). The area under an ROC curve for NLR was 72% (P < 0.001). Conclusion. NLR for clinicians may be an additional test as useful as platelet count and plasma creatinine, AST, ALT, LDH, and CK levels. Our study shows that NLR might be used as a prognostic marker to predict the severity of the disease in CCHF.
Disclosures. Results. 220 patients were identified (47% males, 73% White). Median age was 70 years (range 18-99). 65% had Flu A and 27% Flu B. 81% came from home, 17% from a facility (nursing home, assisted living). 49% had flu vaccination (Figure 1 ). Flu strain and vaccination status had no association RR 1.31 (95% CI 0.85-2.01, P = 0.21). Common comorbidities were lung disease 44%, obesity 41%, DM 36%, CAD 34%, CHF 31% (Figure 2 ). Common presentations were respiratory 79% and constitutional 53%. 68% were hypoxic and 4% hypotensive on arrival. 42% had new CXR/ CT finding and 55% had pneumonia. Sensitivity of RIDT was 38%. 91% were treated with oseltamivir (21% within 48 hours of flu detection). Median treatment duration was 5 days. Hospitalizations peaked in January (Figure 3 ). Median length of hospital stay was 6 days. 23% had severe flu (needed NPPV 13%, intubation 12%, pressor 5%, ICU stay 16%) which showed significant association with arrival from facility RR 2.21 (95% CI 1.36-3.56, P = 0.001), lung disease RR 1.91 (95% CI 1.17-3.14, P = 0.01) and co-detection of respiratory pathogen (TEM PCR/sputum culture/serology) RR 2.65 (CI 1.60-4.38, P = 0.0001), but none with age >65 RR 1.46 (95% 0.83-2.56, P = 0.18), flu type RR 1.59 (95% CI 0.85-2.98, P = 0.14), active smoking RR 1.40 (95% CI 0.79-2.47, P = 0.24) or vaccination RR 1.21 (95% CI 0.70-2.12, P = 0.48). Fatality rate was 6% with significant association with arrival from facility RR 4.56 (95% CI 1.55-13.40, P = 0.006).
Conclusion. 2017-2018 Influenza season among hospitalized patients involved more elderly and peaked in January. Sensitivity of flu swab was 38% calling for better utilization of TEM PCR in hospitalized patients. Severe flu had significant association with arrival from facility, lung disease and co-detection of respiratory pathogen. Fatality had significant association with arrival from facility. Confounders not accounted.
